
INTAKE FORM 

Intake 10/13 

Date Referral Received:_____________________ 

SOURCE OF INTAKE REQUEST 

Name of referring person/agency:   ______________________________________           Phone: ______________________ 

FAMILY INFORMATION 

Child's name: ___________________________________________   Male____   Female____ DOB_____/_____/_____ 

Child’s Address:_______________________________________________________________________________________  

Guardian:(If other than parent)________________________________________________________________________________________________ 

Mother's name: _______________________________________ Phone: (H) _________________ (W) _________________ 

Address: ____________________________________________________________________________________________ 

Father's name: ________________________________________ Phone: (H) ___________________ (W) _______________ 

Address: ____________________________________________________________________________________________ 

Directions to family's home:  _____________________________________________________________________________ 

Medical Diagnosis :(If any)________________________________________________________________________________ 

Family physician:_____________________________________________   Phone: ____________________________ 

CONCERNS OF REFERRAL SOURCE 
____________________________________________________________________________________________________ 

CONCERNS OF PARENTS  
__________________________________________________________________________________________ 

              ___ Food Stamps  ___ Preschool Services   
        ___ Head Start/Early Head Start     ___ Respite Care Program 

              ___ Home Health Care ___ Shriners 
___ Legal Aid ___ SSI   
 

 CURRENT SERVICES (check all apply) 

 ___ Childcare Services 
 ___ CHIP (Children’s Health Insurance

 Program 

___ Children’s Special health Services       
 
___ 

               ___ Medicaid                ___ Subsidized Housing 
___ Energy Assistance & Weatherization   ___ Medical Insurance ___ Support Groups 

___ Mental Health Counseling           ___ TANF ___ Family Support Program 
        ___ Parenting Classes ___ WIC 

Other 
___________________________________________________________________________________ 
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